CLAIM FORM - PART A' to 'CLAIM FORM FOR HEALTH INSURANCE POLICIES
- OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

» TO BE FILLED BY THE INSURED
The issue of this Form'is not to be taken as an admission of liablity

. IjETAILS OF PRIMARY INSURED: ' (To be Filled in black letters)

_ a) Policy No.: |- | | I ]
b)_SI. No/ Certificate no Li l ' ‘ ' | -
c¢) Company/ TPA ID No_: - | - ' I | I [ | | ‘ : I .
aveme[ T [ [ BIRNAWELT [ [[[ [T [[[TTTT]

| [Flv[R[s[7] [N[afw[e] [ T T [ T] | LT F -l ]
L [m[[o]o[L[E] [NTAM[E]l [ [ ] | | | | | )

e) Address : l ‘ | ‘ ’ ! I ] |

L [T T[] | [ [ ] | L L[]

ool [ 1 [ 1 [ | [W] HEEEN
Seel | [ [ LI LT T T I T T ITT T[T TTTTT]

et [ [ [ [ [ [ [ [ [ [ [ Jeim |

DETAILS CF INSURANCE HISTORY:
a) Currently covered by any other Mediclaim / Health Insurance: D Yes i No

b) Date of commencement of first Insurance without break:; | © | D | L”I ] 1

c)lfyes,companyname-:l | ’ 1 ] | | | l ‘ I—[ J | I

ool | | [ [T I ITTTTTTTTITTTT]

Suminsured(Rs.)l T | [ ‘ ‘ ! I |

d) Have you been hospitalized in the fast four years since inception of the contract?l:] Yes DNO Date: ’;---_ | ﬂz—H Y ‘ Y ]

B 9 NOILLOIS R e i T e

Diagnosis:

e) Previously covered by any other Mediclaim /Health insurance - D Yes I ]No:

fityes,companyname| | | | | [ [ [ [ [ [] || [TTTTI)
DETAILS OF INSURED PERSON HOSPITALIZED: '
| | | 1|
I
|

NameHHHIIH HEERE
II[I%IﬁiI ’--WJIII | L[ [T T T T]
D H“'\*‘”"-l HEEEEEEEEN
b) Gender MaleD FemaieD Agevpars[:l Monthsl:‘:_d)DateofBirth ‘ J |! [ H
) Relationship to Primary insured: Sei!D SpouseD ChlfGD FatherD
MotherD Other[j (Please Specify)
f) Occupation: SemiceD Self EmployedD Home MakerD SiudenlD
Re[iredD O:herD (Please Specify)l - ’

g} Address (if diffrent from above)

L |

i HlEEEEEEEEEENENEENEED
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DETAILS OF HOSPITALIZATION:
a) Name of Hospital where Admited;] | _ 5 ' o . |

b) Room Category occupied: Day c'aré :I Single occupancy |:| Twin sharing | | 3ormore beds per room I:I

¢) Hospitalization due to: Injury leJness I:,Matemityl:ld}Da!ehfinjury!Date Disease frtdetected !DaienfDelivew:[ DD M |rd Y| Y| y|y
¢) Date of Admisson: [0 [0 [ [ v ] ] ] v | mime|

H | #2 | # |g) Date of Discharge:| O | D [ M MI

Y| YIY
I If iﬁjury give cause: Seffinflicted :|R0ad Traffic AccidentDSubstanoe Abuse / Alcohol Consumption :| 1) If Medico

ennnn

egal Yes[l NOD

ii) Repoited to Policel ' ) iii. MLC Report & Police FIR attached D Yes l:IINo
j) System of Medicine:
DETAILS OF CLAIM:
a) Details of the Treatment expenses claimed
I. Pre -hospitalization expenses Rs’| I ] ii" Hospitalization expenses Rs J ’ |
iii. Post-hospitalization expenses Rs{ | | y ‘ ‘ iv. Health-Check up cost: Rsl l ] J I ]
v. Ambulance Charges: - RSLI ‘ 1 | ] vi. Others (code}:r{ Rs| | | } I ‘
' 7]

s . EEENRENY:

vii. Pre -hospitalization period: days J j vii. Post -hospitalization period: days ‘ [ g
'b) Claim for Domiciliary Hospitalization: Yes D No (If yes, provide details in annesure] ;
c) Details of Lump sum / cash benefit claimed: ii. Surgical Cash: Rs. l I 1 I 3
i. Hospital Daily cash: Rs.l | { [ i l__] iv. Convalescence: Rs. | [ ' !
ii.. Critical lllness benefit: Rs,| | | ]7 | | | vi. Others: RS.L ‘ J I
V. PrelPost hospitalization Lump sum beneft; Rs,[ ’ J | ] —I—l Total Rs[ [ ] | ‘ ‘
Claim Documents Submitted - Check List: '
D Claim form duly signed D Copy of the ciaim intimation, if any D Hospital Main Bill
|:| Hospital Break-up Bill D Hospital Bill Payment Receipt D Doctor's Prescriptions g
I:I Pharmacy Bill i [:' ECG D Hospital Discharge Summary I:] Others g
D Operation Theater Notes D Doctor's request for in\}astigation D I;\éﬁjth%aélfpmlfq?j‘ggé; -
DETAILS OF BILLS ENCLOSED: B
$l.No|  Bill No. Date Issued by Towards Amouat (Rs)
1 ] | '\j MlmlyY |y Hoespital main Fil [T i
) ol ol mlulyly Pre-hospitalization Bills: Nes ! f
5 ANECIGE Posthospitlzalon Bl s ! 1
4 Bl ol moMlY]Y Pharmacy Bils ' m
8 DiD| Ml M Y | ! g
5. ) wlwly |y . [ | g
1. 1 D 1] i { | &
3 ) n Bl My Y _ I ] |
1, lololmjm|Y[Y] ) INENENRE
CETAILS OF PRIMARY INSURED’S BANK ACCQUNT:
ol TTTTTTTITTI1T] O
b) Account Numher:[ ‘ ‘ [ | { ! ! i | i J J _J] %
c) Bank Name and Branch:l j . } ] | ! | ' l [ ! | ‘ ;}
, ; —— = : 0
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] 3 M

¢) Cheque / DD Payable details:| ) B ) [
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... DECLARATION BY THE INSURED: . S T : : ¢ -
| hereby declare that the information fumished in the claim form is true & correct to the best of my knowledge and Lielief. If | have made any false or untiue statement, suppression
_ or concealent of any material fact with respect o questions asked in relation-to this claim, my right to claim reimbrusement shall be forfeiied, I-alsc consent & authorize TPA /
5 nsurance Company, to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the gerson against whom this claim is made.
4 Llha}eb’y declare that | have-included all the bills / receipts for the purpose of this claim & that | wili. not be'making. any supplementary claim excep! the prefpost-hospitalization
.+ claim, if any. ‘ ) i - —

“oate | D|D |[maf ]| | ¥ [y [ ] Prace:

ERSEH NOILOTS B

Signature of the Insured

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled in by the insured)

DATA ELEMENT Lo o, DESCRIPTION i FORMAT
SECTION A - DETAILS OF PRIMARY INSURED '
a}  Policy No. i Enter the policy number As aliolted by the Insurance Company

Enfer the social Insurance rumber or the cartificate number of
sacial health insurance scheme

¢} Company TPA ID No. % Enter the TPA ID No.

b} Sl No/ Certificate No. As allotted by the oraganization

Licence number as allotted by IRDA and printed

“in TPA dox
d  Name . . Enter the full name of the policyholder Sumame, First name, Middle name
e}  Address 3 Enter the full postal address ) Include Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY
a) if-:Ui'I'anlF)i' 20vared by any ather Mediclaim / Health Indicate whether curently covered by another Mediclaim / Tick Yes or No
nsurance? b . Health Insurance

b)  Date of commencement of first Insurance withaut break Enter the: date of commencement of first Insurance | Use dd-mm-yy-forrmat
c)  Company Name - . Enter the full name of the Insurance Company Name of the organizaﬁ.on in full

Palicy No. | Enter the policy number ’ As allotted by the Insurance Company

Sum insured - Enter the lotal sum insured as per the policy in rupees
d) Have ¥ou been Hospitalized in the last four years since Indicate whethar hospitalized in the last four years Tick Yes or No

Inception of the contract?

Date Enter the date of Hospitalization Use mm-yy format

Diagnosis Enter the diagnosis details Open Text
&)  Praviously covered by any other Mediclaim / Health Indicaté whelher oreviously covered by another mediclaim / Tick Yes o No

Insurance? b Health Insurance
i) Company Name Enter the full name of the Insurance Company - _ Name of the crganization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED
a) Name I Enter the full name of the ge.heut' ] Surname, First name, Middle name N
b}  Gender Indicate Gender af the patient Tick Male or Female
c) Age Enler age of the patient’ Number of years and months
d)  Date of Birth Enter Date of Birth of patient Use dd-mm-yy format
e) Reratmnship-to primary Insured Indicate relationship of patient with palicyholder Tick Ihe right opticn, if others, piease spacify
f)  Oceupation indicale occupation of patient Tick the right option. If others, please specity.
.g)  Address Enter the full postal address Include Street, City and Pin code:
h)  Phons No Enter the phone number of patient Inchude STIZ code with lelephone numbe;
1) E-mail ID : Enter e-mail address of |::a1ieni Complete e-mail address
B SECTION D - DETAILS OF HOSPITALIZATION
a)  Mame of Hospital where admited Enter the name aof hospital Name of hospital in full
b)  Room category occupied : indicate the room cateoory cecupied Tick the right option
¢)  Hospitalization due to | indicate reasan of hospitalization * Tick the right oplion
d) gala of injury/Date Disease firs! defscted / Dale of, Eviterthe releiant dats . Use dd-mm-yy format
elivary

e)  Date of admission Enter date of admizsicn Use dd-mm-yy fnrmal
fy Time Enter time of admission Use hh-mim- format
g  Date of discharge Enter date nf dizscharge i Use dd-mm-yy format
h)  Time Enter tima of discharge Use hh-mm- formet
H IFinjury give cause indicate caus of injury Tick the right option

1T Medico legat T indicate whether uyury is medico legal . Tick Yes or No

Reported to Police indicate whether police report was filad Tick Yes ar Nu

MLC Report & Palice FIR atached indicate wheiter MLC repon and Police FIR a“;‘l.;f\ﬂlj Tick Yes c:r o
il System of Medicene Ente-.' the: sysiem of medicine followed in tfraating the patient Open Text o

SECTION E - DETAILS OF CLAIM

a)  Details of Treatmant Expences Enter he amount clzimed as treatment er.nﬂr\r.;:'- In rupees (Do rict ener paise values)
b)  Claim for Domiciliary Hospitalization indicate wnemé_fc!a.m s for domicidiary hospiatizalion P Tick Yas or No ]
c) Details of Lump sum/ Cash b!’;rﬂl claimed | Enter the amount claimed as .’u;:;;s;l_rn / cash benaft In rupees (Do nut ;;ni-.?r paise values)
d) Claim dacuments Submitied-Chack List indicats whizh supporting ch:u.":unl’.s are submittad - Tick the fight r.‘r:licm_ T

N SECTION F - DETAILS GF BILLS ENCLOSED
| Indicate whichi bills are enclosed wil : j ! ~ - -
I SECTION G - DETAI.S OF PRIMARY INSURED's BANK ACCOUNT

a)  PAN

As allotted ty the in

Enter the permanzat aooount number

1
Account Number Enter the Bank account number | Aealiatted by

Narma and Branch Enfer t!

Name af i ke In fudl
o wab it Enter i B= FHhe (adi il tar in il
o) o DD payable details = Mame of the (ndivieual atian i il
| € F3oCode | Enterthe |F WSC coce of the Banic brasch in fui

o - _ SECTION - DECLARATION EY THE iNSURED

Read declaration carefully and mention date (in ddimn vy farmat), place {anen ext! and sign




TO BE FILLED IN BY THE HOSPITAL _ i Ty
The issue of this Form is not to be taken as an admission of liability Please include the original preauthorization request form in lieu of PART A

DETAILS OF HOSPITAL

. CLAIMFORM = PART B _ ' {Tnb-F.u[nuockmm)I— 0y "
5 .
m

a) Name of the hospitaf:LJ_ | | | ! I ‘ I | | I ‘ | l - I | ' | I
[|’||H||I||H.-||-||||]'-I||'l-l
a) Hospital 1D | [ I l Ic) Type of Hospital: Network :D Non_NetworkD{ifnon network il secion E) G
c) Name of the treating dcctor:l I SI u Rl N| Al M-I E‘ | | l ’ ! | ' I 1
| [ RS [nfafm[e[ | [ ] | | | -

[t [o[ofuTe] [N[a[m]=] T |

. 2
| [T T ] | [ | |
&) Qualfication: f) Registration No. with State Code:[_l | ] f l ‘;—lg) Phone No.LI [ | ' f l i | ' | ' —I |

DETAILS OF THE PATIENT ADMITTED
a) Name of the Patient: S| Ul RI N A M[E |

L Fi'fg

!7 gma]om-;&. n[almlE , |

w

| [nJalm[E ] I

w
m
Q
b) IP Registration Numberu [ ’ ' _] |' ' ] ¢) Gender: MaieD IFemaleD d) Age: Years| v [ [Montns i §
e) Date ofbirth: r P Y| Y] Date ofAdmIssion g) Time:E@
h) Date of. Discharge: ] 7 i}T:me i) Type of Admission: Emergency D Planned D
Cay CareD MaternityD k) If Maternity I) Date of Delivery: . i) Gravida Staius:[l:lj

1) Status at time of discharge; Discharge to home Dischaige fo another hospital Deceased mj Total claimed amo.Jnt:J I ’ 1 [ ‘ f-'f

DETAILS OF AILMENT DIAGNOSED {PRIMARY)

a) ICD 10 Codes Description
I. Primary Diagnosis F_.l—_ ! ! J ! [ ' ’ f o .
L U -

il. Additional Diagnosis: r_f ‘ ’ _Il_ IJ ‘ ’ J N
L 3

ii. Co-morbidities: [»7!' , ] ] [ r 7 S
I g

iv. Co-morbidities: ’7___|_____i _i_i_}i_f__] ): - | _|g
0

b; Ico10PCS I I;a:schption “ 8

Procedure 1: l:_i L‘_Jill_:_L_i |_—— _ | \J

theewez  [TTTTTT1] [ ]
weosdres.  [TTTTTTT1] [

'v. Details of Procedure: |

— j_r__;_.__T!_._ -

; [ i | | ; 3
¢ Pre-authorizaticn cbiainec:| |Yes. | No d) Pre-authorization Number: |




-e) f authorizaion by netvork hospital not oblined, give reason:

f] Hospttahzanon due to injury: DYESI___I No

I. If Yes, give cause Self-inflicted I:l Road Traffic Acci'dentl:

Substance abuae / alcohol consumptlonlzl i) If injury due to substance abuse / alcohol consumption, Test conducted to establish this:

DYesl:l No (ff.Yes, attach reports) iii.) If Medico Iegal DY&S D No iv. Reported to Police I:I Yes DNO

v. FIR No. J ] ] ! ]

[ [ [ ]

vi. If not reported to police give reason.[

CLAIM DOCUMENTS SUBMITTED CHECK LIST

Claim Form duly s;gned

QOriginal Pre—authorization request

Hospital Discharge summary

Operation Theatre Notes

Hospital main bill

Hospital break-up bill

OO0 000080

ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL (CNLY FILL IN CASE OF NON-NETWORK HOSPITAL)

Copy of the Pre-authorization approval letter

Copy of Photo ID Card of patient Verified by hospital

Investigation reports

CT/MRI/USG/HPE investigation reports

Doctor’s reference slip for investigation
ECG

Pharmacy bills

MLC reports & Police FIR

Original death summary from hospital where applicable

Any other, pieése specify

RN

a) Address of the Hospital

City:

State:

Pin Cod

el

b) Phone No |

B D MO O OS T F RS,

¢) Registration No. with State Code:

d) Hospital PAN: !

e) Number of inpatient beds

f Famimea available in the hospital 1. OT Yes No it. ICU i Yes {] No

fii. Others]

DECLARATION BY THE HOSPITAL - _ (PLEASE READ VERY CAREF
We hareby declare that the information furnished in this Claim Form is true & carrect to the best of cur knowledge and belief. If we have made any

false or untrue statement, suppression o concealment of any material fact, our rignt fo claim under tis claim shall o

lited,

m
0
-4
9
£
m

Signature and Seal of the Hosaital Author
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GUIDANCE FOR FILLING CLAIM FORM - PART B (To be filled in by the hospital)
- DATA ELEMENT | .. DESCRIPTION ] ___ FORMAT .
_ e i SECTION A - DETAILS OF HOSPITAL ; '
. 8  Nameof the hospital: : _| Enter the name of hospital * Name of the hospital in full i i
b)  Hospital D ' _ Enter ID rumber of hospital As sllocated by the TPA
= ¢} Type of Hospifal Indicate whether in network or non network hospital : Tick the right option
¢)  Name of treating doctor " | Enter the name of the treating doctor - " .| Name of doctor in full
-8} Qualification . Enter the qualification of the treating doctor Abbreviations of educational qualifications
f)  'Registration No. with State Code Enter the registration number of the doctor along with the state code | As allocated by the Medical Council of India
9) Phane No. Enter the phone number of doctor ; Include STD code with tefephone number
SECTION B - DETAILS OF THE PATIENT ADMITTED
a)  Name of Patient . ] Enter the name of patient ' Name ol'pa!j_eﬁt in full
b) P registration Number ' * Enter insurance pravider registration number ) As allotied by the insurance provider |
c)  Gender . | Indicate Gender of the patient . ! Tick Mzle orFemale
d) Age ; ' . Enter age of the patient Number of years and months
e)  Date of Birth Enter dale of birth , Use dd-mm-yy format
f)  Date of Admission Enter date of admission Use dd-mm-yy format j
g) Time Enter Time of admission Usz hh:mm format
h)  Date of Discharge Enter date of Discharge Use dd-mm-yy format
i) Time Enter lime of Discharge B Use hh:mm format
” Type of Admission ' Indicate type of adm-issicn of patient Tick the right option
K IfMaterniy T
i. Date'of Delivery Enter Date of Delivery if maternity _ Use dd-mm-yy format
ii. Gravida Stalus Enter Gravida status if matemity _W
I} Status at time of di_schar-ge____-—‘_—h Indicate status of patient at time of dJscharg-e_ _—‘_—nmlﬁ
M) Total claimed amount Indicate the lotal clzimed amuu:—_‘_ - in rupees (Do not enter paise values) N
' SECTION C - DETAILS OF AILMENT DIAG NO_SE) {PRIMAR\_’}
a)  ICD10Code : [
Primary Diagnasis Enter the ICD 10 Code and description of the primary diagnosis Standard Format and Open text
Additiona! Diagnosis e [ Enter the ICD 10 Code and description of the additianal diagnosis Endaﬂj Format and Open text
i Co-morbidities Enter the ICD 10 Code and description of the Co-morbidities Standard Format and Open lext
b)  ICD10PCS J T e
.

Procedure 3 Enter the ICD 10 Code and description of the third procedure Standard Format and Open text

Details of Pracedure ] Enter the details of e proceduie

c)  Pre-authorization obtained Indicate whether pre-authorizabion obtained

R R : e T
Procedure 1 Enter the ICD 10 Code and description of the first procedure Standard Format and Open text
—_ 10 Code ard deeeime T T —————— ‘«‘ =
] Procedure 2 B i Enterthe ICD 10 Code and description of the second procedure Slandard Format and Open text
== == N ‘

Open text

Tick Yes or No

| d)  Pre-authorizalion Number Enler pre-authorization number 'Eallolled by TPA ) )
- = A S, .
e} ifauthorizalion by network hosoital not cbtained, give reason|  Enter reason for not ebtaining pre-authorization number | Open text
- T )
Hospitalization due to injury Indicate if hospiiaiization is due 1o injury Tick Yes or No
: — T T i R

Cause Indicate cause of injury | lick the right option

IFinjury due to substance abuse/alconhol consumption test . - _

conducted to establish this A P Indicate whether tect conductad | Tick Yes or.No

Medico Legal . o Indicate whelher .Ir’:]LII'y 1§ medico legal . | Tick Yes or Na

Reported to Police Indicate whether polize report wasfiled | |
| FIR No o | Enter first ingmﬁaﬁ m!‘. nurr@ B o _| .-\Eizm:-_dbyﬁcain:i!ies ' |
L et - —E L .______,____.___________‘_|
| I not reported 1o police, 0ve reason Enler reason far nal reporing to police | Opan text |

SECTION D - CLAIN DOC UMENTS SUBMITTED-CHECK LisT

| Indicate which sup, ring documents are submitted |

__ SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL - B

|> aj Address | Entertha full postal address | Incluce Street, City and Pin Coda |
] Shone No | Enter the phone n of hospital | Include STD code wilh telephone nurmber |

N number of the Husnital obtainad wom lecal body! | Y o s
Municipality +s allotated by the City Corparation / Municipality

er = Allocated by the Income Tax Department

l_ ) Hospital FaN

| indicate facy
e

: it tlie right _-i:-l?-__-i 'I.'!\-f-:: 9256 ;rl;):'_
SECTION F - DECL ARATION BY THE HOSPITAL E

/
aoen lexi) and 3 |

i And stamy




